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Summary  There  are  very  little  controversies  on  occlusion  in  healthy  individuals,  where  centric
relation  is  regarded  as  the  criterion  for  assessing  the  present  occlusion  and  also  for  establishing
a new  occlusal  relationship  between  the  upper  and  the  lower  jaws.  On  the  other  hand,  the
occlusal position  in  patients  with  deformed  condyles  still  remains  to  be  clariﬁed.  In  this  review,
the effectiveness  and  limits  of  centric  relation  in  these  patients  are  discussed.  In  addition,  the
muscle induced  occlusal  positions,  such  as  the  muscular  position  and  the  terminal  positions  ofposture;
Habitual  closing
movements;
Muscular  position
habitual closing  movements,  are  suggested  as  a  substitution  for  centric  relation.  Finally,  the
importance  of  a  stable  intercuspal  position,  where  the  habitual  closing  movements  terminate
without  any  premature  tooth  contact,  is  emphasized.
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. Introduction
he  ﬁrst  step  of  restorative  treatments,  is  to  clinically
stimate  the  existing  intercuspal  position  (ICP),  and  then
etermine  whether  to  keep  or  correct  the  ICP  [1].  For  quite
ome  time,  the  centric  relation  (CR)  has  been  used  as  the  cri-
erion  and  was  applied  to  clinical  cases  in  which  prosthetic
cclusal  treatments  were  needed.  Now,  as  the  evidence  sug-
ests,  dentists  are  in  a  situation  where  they  need  to  be
areful  in  applying  the  CR.  The  CR  should  be  applied  to
atients  with  a  normal  physiological  occlusion,  and  not  to
atients  with  deformed  condyles.  In  the  least,  the  deﬁnition
f  CR  in  the  latest  edition  of  the  Glossary  of  Prosthodon-
ic  Terms  (GPT)  [2]  has  excluded  such  applications  in  these
atients.
Recently,  there  has  been  great  progress  made  in  the  diag-
ostic  imaging  of  the  temporomandibular  joint  (TMJ),  which
learly  shows  that  there  are  large  number  of  patients  with
eformed  condyles.  These  deformities  may  have  resulted
rom  such  factors  as  aging,  occlusal  support,  parafunction,
nd  so  on  [3,4].
For  patients  with  condylar  deformity,  it  is  inappropriate
o  apply  the  same  CR  deﬁnition  with  normal  subjects.  Daw-
on  [5—7]  indicated  that  the  CR  deﬁnition  is  still  effective  in
atients  with  deformed  condyles,  when  their  condyles  are
omfortably  seated  at  the  highest  point  against  the  articular
minences  and  braced  by  bone  at  the  medial  pole  of  each
ondyle.  This  relationship  of  the  mandible  to  the  maxilla,  is
alled  ‘‘adapted  centric  posture  (ACP)’’.
On  the  other  hand,  the  patients  with  deformed  condyles,
hat  are  not  braced  by  bone  and  therefore  are  unstable  on
he  slope  of  the  articular  eminences,  have  been  ignored.
his  issue  will  be  discussed  in  this  present  review.
. Limits of centric relation
he  deﬁnition  of  CR  in  the  GPT  changed  dramatically
n  1987,  from  the  most  posterior  condylar  position,  to
he  antero-superior  condylar  position  in  the  glenoid  fossa
8].  However,  several  previous  deﬁnitions  were  allowed  to
emain.  Still  now,  some  of  these  deﬁnitions  continue  in  the
atest  GPT  [2].  These  multiple  deﬁnitions  often  cause  con-
usion  in  various  ﬁelds  of  dentistry  [9].
In  1987,  the  CR  deﬁnition  change  was  willingly  accepted
y  clinicians,  because  oral  functions  are  chieﬂy  performed
round  the  ICP.  The  occlusal  position  in  the  revised  CR
ppears  to  be  closer  to  the  ICP.
Even  if  the  condyle  becomes  deformed,  as  Dawson
escribed,  it  may  be  located  in  the  stable  position  in  the
ossa.  On  the  other  hand,  there  should  be  another  situation
n  which  the  deformed  condyle  occupies  an  unstable  position
n  the  slope  of  articular  eminence  without  any  bony  support
n  the  glenoid  fossa.  Furthermore,  the  two  types  of  occlusal
ituations  need  to  be  considered,  with  and  without  a  stable
CP.  As  shown  in  the  example  cited  in  this  review,  when  there
s  a  stable  ICP,  nothing  will  generally  happen,  even  though
he  condyle  is  unstable.  On  the  other  hand,  when  both  the
CP  and  the  condylar  position  are  unstable,  various  disorders
n  the  stomatognathic  system  may  occur.
We  often  encounter  patients  with  deformed  and/or
nstable  condyles  in  cases  of  TMJ  osteoarthritis  [10,11],
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alocclusion  in  Angle’  s class  II  [12—14],  and  after  orthog-
athic  surgery  [15]. In  orthodontic  cases,  the  mandible  may
rotrude  through  orthodontic  treatment  [13], resulting  in
n  anterior  condylar  position,  and  then  a  new  stable  ICP
an  be  established.  Furthermore,  in  the  orthognathic  sur-
ical  cases,  the  separated  condyle  from  the  body  of  the
andible  can  be  manipulated  and  repositioned  again  to  the
reoperative  condylar  position,  sometimes  with  the  help  of
 positioning  device  [16,17].
In  these  patients,  when  we  fail  to  secure  a  stable  posi-
ion  to  the  dentitions,  various  disorders  follow,  such  as  an
pen  bite  in  the  dentitions  [18,19]  and  progressive  condylar
esorption  (PCR)  in  TMJ  [20—24].
Therefore,  we  are  convinced  that  there  are  some
atients  who  have  the  occlusal  treatment  process,  in  which
he  condylar  position  in  the  glenoid  fossa  should  not  be  ini-
ially  determined.
. Bone change and unstable position of the
ondyle
linically,  there  is  little  importance  to  whether  the  condyle
s  deformed  or  not.  However,  it  is  extremely  important  in
etermining  whether  or  not  the  condyle  occupies  a  stable
osition  in  the  glenoid  fossa.  When  the  condyle  is  unstable,
t  is  quite  possible  that  the  ICP  will  be  lost,  even  though
here  is  a  stable  ICP.
Stability  of  the  condyle  can  be  examined  by  guiding  the
andible  to  the  most  posterior  position  in  the  glenoid  fossa.
hen  the  mandible  moves  backwards  from  the  ICP  to  that
ocation,  over  approximately  1.5  mm  [1]  or  2.0  mm  [7],  the
ondylar  position  can  be  assessed  as  unstable,  because  the
istance  is  long  enough  for  a  wide  space  behind  the  condyle
t  the  ICP  [25—28].  The  unstable  condyle  may  exist  unilat-
rally  or  bilaterally.
When  posterior  movements  from  the  ICP  are  difﬁcult  for
atients  to  perform,  lateral  excursions  can  alternatively  be
sed.  The  condyle  of  the  working-side  moves  backwards  sig-
iﬁcantly  during  lateral  movements,  when  there  is  a  wide
pace  behind  the  condyle  at  the  ICP.
The  bone  change  of  the  condyle  indicates  the  possibility
f  an  unstable  condylar  position.  Therefore,  it  is  important
o  assess  whether  or  not  there  is  a  condylar  bone  change.
 number  of  techniques,  such  as  TMJ  imaging  through  TMJ
adiography  using  panoramic  equipment,  tomography,  com-
uted  tomography  (CT),  and  magnetic  resonance  imaging
MRI)  are  all  useful  in  this  regard,  as  well  as  assessing
one  changes,  although  the  accuracy  is  different  among  the
espective  means  [29—33].
It  is  interesting  that  the  patients  with  deformed  condyles
o  not  always  indicate  clinical  symptoms  [34,35].  Even  with-
ut  TMD  symptoms,  this  does  not  indicate  whether  or  not  the
ondyle  is  deformed  or  stable.
. Effectiveness of habitual closing
ovementshen  the  deformed  condyles  are  located  in  the  ACP,  some
atients  cannot  occlude  properly,  because  the  relationship
etween  the  upper  and  lower  dentitions  is  so  incompatible.
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dentures  were  seated  in  the  upper  jaw,  and  a  metal  crown
and  a removable  partial  denture  in  the  lower  jaw.  Since  this
procedure,  the  acquired  ICP  has  lasted  for  25  years,  both
positionally  and  functionally  (Figs.  4  and  5).
Figure  2  The  mandible  was  protruded  until  the  lower  teeth
could contact  with  the  upper  teeth  using  habitual  closing  move-
ments (1991.3.8).A  controversy  with  respect  to  occlusion  
In  these  patients,  it  is  illogical  to  locate  the  condyle  in  the
ACP.
Therefore,  various  methods  were  proposed,  which  could
clinically  determine  a  mandibular  position  for  the  ICP
without  depending  on  the  condylar  position,  including  the
following  methods;  the  speaking  method  [36]  and  the  swal-
lowing  method  [37,38].  In  addition,  muscular  position  (MP)
[39]  deﬁned  as  the  horizontal  contact  position  of  the
mandible  by  the  reﬂex  muscle  pattern,  acting  as  a  terminal
point  of  closing  movement  from  the  rest  position  [40,41]  can
also  be  considered.
Posselt  [42]  stated  ‘‘Although  repeated  habitual  open-
ing  and  closing  movements  do  not  coincide  exactly,  they
have  a  fairly  characteristic  main  course,  their  starting  and
end-point  being  the  ICP’’.  In  a  later  study,  Kawaguchi  [43]
precisely  measured  the  positions  of  the  terminal  points  dur-
ing  habitual  closing  movements  (HCMs),  and  found  that  the
HCMs  terminated  with  the  distribution,  averaging  0.38  mm
anteroposteriorly,  and  0.27  mm  laterally.  Therefore,  the
HCMs  could  also  be  available  for  determining  a  mandibular
position  for  the  ICP.  Furthermore,  Fukushima  [44]  measured
HCMs  at  the  incisal  and  condylar  points,  and  found  that
the  condyle  moved  only  0.3—0.8  mm  during  the  last  5  mm
of  HCMs  to  the  ICP.  This  means  that  the  condylar  position,
corresponding  to  the  distribution  of  the  HCMs,  is  strictly
limited.
These  phenomena  were  observed  in  a  normal  population.
However,  it  also  suggests  that  the  HCMs,  in  patients  with
deformed  condyles,  could  keep  the  same  characteristics.
Namely  the  proprioceptive  signals  in  TMJ/masticatory  mus-
cles  serve  to  induce  the  mandible  into  the  ICP  by  the  closing
muscles  [42].
Recently,  Shigeta  et  al.  [45]  measured  the  HCMs  of  sub-
jects,  including  patients  with  TMD,  through  a  new  analysis
method,  and  proposed  a  classiﬁcation  of  HCMs  on  the  basis
of  the  terminal  positions  and  their  variations.
Klineberg  and  Jagger  [46]  emphasized  the  usefulness  of
the  ‘‘median  occlusal  position  (MOP)’’  for  occlusal  analy-
sis,  acquired  by  a  snap  jaw  closure  [47].  These  movements
could  be  similar  to  the  HCMs  and  be  available  for  the  same
purpose.
Terminal  positions  of  HCMs  vary  to  some  extent,  but  these
variations  may  indicate  the  capacities  of  the  living  body.
Humans  can  probably  accommodate  the  incoming  ICP  among
the  terminal  positions  of  HCMs.  It  is  important  to  settle  a  sta-
ble  ICP  within  that  area.  When  a  stable  ICP  is  determined,
the  condyle  can  follow  the  ICP,  even  changing  its  shape.
In  some  cases,  the  morphological  adaptation  is  provided  in
the  radiographic  imaging,  as  the  remodeling  [18,48]  or  the
double  contour  of  the  condyle  [49—52].
Figure  1  At  the  ﬁrst  visit.  The  mandible  was  in  an  extremely
retruded  position  against  the  maxilla  (1989.5.15).
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However,  it  is  also  possible  that  the  condyle  cannot  follow
he  ICP  when  the  demanded  adaptation  is  too  large.  Then,
he  condyle  has  to  remain  unstable  on  the  slope  of  articular
minence.  Clinically,  even  in  such  severe  situations  [53—55],
atients  can  generally  enjoy  a  normal  diet  as  long  as  they
aintain  their  stable  ICP.
From  these  ﬁndings,  it  was  suggested  whether  or  not  the
CMs  terminate  into  the  ICP  without  any  premature  con-
acts;  they  have  to  be  continually  inspected.
.  A clinical case
 clinical  case  with  deformed  and  unstable  condyle  in  the
lenoid  fossa,  which  was  managed  successfully  and  followed
p  for  a  long  period  of  time,  is  presented  here.
A  37-year-old  woman  came  to  the  clinic  complaining  of
hewing  disturbances  because  of  missing  bilateral  molars  in
he  lower  jaw  (Fig.  1).  Both  condyles  were  highly  deformed
ith  bilateral  dislocated  discs,  and  occupied  an  anterior
osition  in  the  glenoid  fossa  in  order  to  achieve  occlu-
ion  between  the  upper  and  lower  teeth.  Habitual  closing
ovements  varied  considerably,  but  were  stable  enough  to
etermine  provisionally  an  occlusal  position  for  an  occlusal
plint.
The  occlusal  splint  was  seated  and  equilibrated  until  the
table  HCMs  could  be  performed.  Then,  the  splint-induced
cclusal  position  was  transferred  to  the  new  restorations
s  the  ICP  (Figs.  2  and  3).  Finally,  two  3-unit-ﬁxed  partialigure  3  Tomograms  of  left  and  right  TMJs  in  the  intercuspal
osition  just  after  the  occlusal  reconstruction  was  completed
1991.4.19).  (a)  Right  TMJ,  (b)  left  TMJ
52  
Figure  4  The  intercuspal  position  after  25  years  since  a  new
relationship  between  the  upper  and  lower  jaws  was  established
(2014.3.4).
Figure  5  TMJ  radiography  using  panoramic  equipment  in  the
intercuspal  position  after  25  years  (2014.3.4).  (a)  Right  TMJ,  (b)
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. Conclusions
n  the  patients  with  deformed  and  positionally  unstable
ondyle,  habitual  closing  movements  could  be  helpful  in
etermining  a  permanent  occlusal  position  for  the  ICP.  There
re  cases  where  the  condyle  could  function  for  a  long  time
t  the  anterior  position  in  the  glenoid  fossa,  even  though
he  condylar  position  is  not  supported  by  bone.
There  are  cases  where  the  ICP  cannot  be  determined
hrough  the  habitual  closing  movements.  However,  the
abitual  closing  movements  may  indicate  a  small  appropri-
te  area  for  the  ICP.  The  living  body  is  capable  of  adapting  to
hanges  to  some  extent.  It  is  crucial  to  ensure  a  stable  inter-
uspation  where  the  HCMs  terminate  in  a  stable  position.  In
ddition,  when  patients  do  not  have  any  occlusal  problems,
e  need  to  be  very  careful  not  to  change  the  present  ICP
uring  the  prosthetic  procedures.
The  intercuspal  position  was  originally  generated  in  the
ppropriate  position  for  proper  oral  function  performance.
owever,  this  may  not  ensure  a  stable  condylar  position,  due
o  the  condylar  morphological  change.
onﬂict of interest statementhe  author  declares  no  conﬂict  of  interest  related  to  this
tudy.
[S.  Fukushima
eferences
[1] Rosenstiel SF, Land MF, Fujimoto J. Contemporary ﬁxed
prosthodontics. 4th ed. St. Louis: Mosby; 2006. p. 110—44.
[2] The Academy of Prosthodontics. The glossary of prosthodontic
terms 8th ed. J Prosthet Dent 2005;94:21—2.
[3] Kamelchuk LS, Major PW. Degenerative disease of the temporo-
mandibular joint. J Orofac Pain 1995;9(2):168—80.
[4] Israel HA, Diamond B, Saed-Nejad F, Ratcliffe A. The rela-
tionship between parafunctional masticatory activity and
arthroscopically diagnosed temporomandibular joint pathol-
ogy. J Oral Maxillofac Surg 1999;57(9):1034—9.
[5] Dawson PE. New deﬁnition for relating occlusion to varying
conditions of the temporomandibular joint. J Prosthet Dent
1995;74(6):619—27.
[6] Dawson PE. A classiﬁcation system for occlusions that
relates maximal intercuspation to the position and condi-
tion of the temporomandibular joints. J Prosthet Dent 1996;
75(1):60—6.
[7] Dawson PE. Functional occlusion: from TMJ to smile design. St.
Louis: Mosby; 2007. p. 69—73, 104—11.
[8] The Academy of Prosthodontics. The glossary of prosthodontic
terms 5th ed. J Prosthet Dent 1987;58(6):725.
[9] Truitt J, Strauss RA, Best A. Centric relation: a survey study
to determine whether a consensus exists between oral and
maxillofacial surgeons and orthodontists. J Oral Maxillofac Surg
2009;67:1058—61.
10] Mercuri LG. Osteoarthritis, osteoarthrosis, and idiopathic
condylar resorption. Oral Maxillofac Surg Clin North Am
2008;20(2):169—83.
11] Alexiou K, Stamatakis H, Tsiklakis K. Evaluation of the severity
of temporomandibular joint osteoarthritic changes related to
age using cone beam computed tomography. Dentomaxillofac
Radiol 2009;38(3):141—7.
12] Paulsen HU, Karle A, Bakke M, Herskind A. CT-scanning
and radiographic analysis of temporomandibular joints and
cephalometric. Analysis in a case of Herbst treatment in late
puberty. Eur J Orthod 1995;17(3):165—75.
13] Paulsen HU. Morphological changes of the TMJ condyles of 100
patients treated with the Herbst appliance in the period of
puberty to adulthood: a long-term radiographic study. Eur J
Orthod 1997;19(6):657—68.
14] Paulsen HU, Karle A. Computer tomographic and radiographic
changes in the temporomandibular joints of two young adults
with occlusal asymmetry, treated with the Herbst appliance.
Eur J Orthod 2000;22(6):649—56.
15] Schellhas KP, Piper MA, Omlie MR. Facial skeleton remodel-
ing due to temporomandibular joint degeneration: an imaging
study of 100 patients. Cranio 1992;10(3):248—59.
16] Harada K, Okada Y, Nagura H, Enomoto S. A new condylar posi-
tioning appliance for two-jaw osteotomies (Le Fort I and SSRO).
Plast Reconstr Surg 1996;98:363—5.
17] Costa F, Robiony M, Toro C, Sembronio S, Polini F, Politi M.
Condylar positioning devices for orthognathic surgery: a liter-
ature review. Oral Surg Oral Med Oral Pathol Oral Radiol Endod
2008;106(2):179—90.
18] Tanaka E, Kikuchi K, Sasaki A, Tanne K. An adult case of TMJ
osteoarthrosis treated with splint therapy and the subsequent
orthodontic occlusal reconstruction: adaptive change of the
condyle during the treatment. Am J Orthod Dentofacial Orthop
2000;118(5):566—71.
19] Janson G, Crepaldi MV, de Freitas KM, de Freitas MR, Jan-
son W. Evaluation of anterior open-bite treatment with2008;134(1):10—1.
20] Huang YL, Pogrel MA, Kaban LB. Diagnosis and management of
condylar resorption. J Oral Maxillofac Surg 1997;55(2):114—9.
[[
[
[
[
[
[
[
[
[
[
[
[
[
[
[
[A  controversy  with  respect  to  occlusion  
[21] Hoppenreijs TJ, Freihofer HP, Stoelinga PJ, Tuinzing DB, van’t
Hof MA. Condylar remodelling and resorption after Le Fort
I and bimaxillary osteotomies in patients with anterior open
bite. A clinical and radiological study. Int J Oral Maxillofac Surg
1998;27(2):81—91.
[22] Hoppenreijs TJ, Stoelinga PJ, Grace KL, Robben CM. Long-term
evaluation of patients with progressive condylar resorption
following orthognathic surgery. Int J Oral Maxillofac Surg
1999;28(6):411—8.
[23] Kobayashi T, Izumi N, Kojima T, Sakagami N, Saito I, Saito C. Pro-
gressive condylar resorption after mandibular advancement. Br
J Oral Maxillofac Surg 2012;50(2):176—80.
[24] Sansare K, Raghav M, Mallya SM, Karjodkar F. Management-
related outcomes and radiographic ﬁndings of idiopathic
condylar resorption: a systematic review. Int J Oral Maxillofac
Surg 2015;44(2):209—16.
[25] Seligman DA, Pullinger AG. The role of intercuspal occlusal
relationships in temporomandibular disorders: a review. J Cran-
iomandib Disord 1991;5(2):96—106.
[26] Yamada K, Fukui T, Tsuruta A, Hanada K, Hosogai A, Kohno S,
et al. The relationship between retruded contact position and
intercuspal position in patients with TMJ osteoarthritis. Cranio
2003;21(4):240—7.
[27] Tsuruta A, Yamada K, Hanada K, Koyama JI, Hayashi T, Hosogai
A, et al. Comparison of condylar positions at intercuspal and
reference positions in patients with condylar bone change. J
Oral Rehabil 2004;31(7):640—6.
[28] Tsuruta A, Yamada K, Hanada K, Hosogai A, Kohno S, Koyama J,
et al. The relationship between morphological changes of the
condyle and condylar position in the glenoid fossa. J Orofac
Pain 2004;18(2):148—55.
[29] Hansson LG, Westesson PL, Katzberg RW, Tallents RH, Kurita K,
Holtas S, et al. MR imaging of the temporomandibular joint:
comparison of images of autopsy specimens made at 0.3 T
and 1.5 T with anatomic cryosections. AJR Am J Roentgenol
1989;152(6):1241—4.
[30] Tanimoto K, Petersson A, Rohlin M, Hansson LG, Johansen CC.
Comparison of computed with conventional tomography in the
evaluation of temporomandibular joint disease: a study of
autopsy specimens. Dentomaxillofac Radiol 1990;19(1):21—7.
[31] Tasaki MM, Westesson PL. Temporomandibular joint: diagnos-
tic accuracy with sagittal and coronal MR imaging. Radiology
1993;186(3):723—9.
[32] Westesson PL. Reliability and validity of imaging diagno-
sis of temporomandibular joint disorder. Adv Dent Res
1993;7(2):137—51.
[33] Hansson LG, Westesson PL, Eriksson L. Comparison of tomo-
graphy and midﬁeld magnetic resonance imaging for osseous
changes of the temporomandibular joint. Oral Surg Oral Med
Oral Pathol Oral Radiol Endod 1996;82(6):698—703.
[34] Gidarakou IK, Tallents RH, Kyrkanides S, Stein S, Moss M. Com-
parison of skeletal and dental morphology in asymptomatic
volunteers and symptomatic patients with bilateral degener-
ative joint disease. Angle Orthod 2003;73(1):71—8.
[35] Takayama Y, Miura E, Yuasa M, Kobayshi K, Hosoi T. Compar-
ison of occlusal conditions and prevalence of bone change in
the condyle of patients with and without temporomandibular
disorders. Oral Surg Oral Med Oral Pathol Oral Radiol Endod
2007;105:104—12.[36] Silverman MM. The speaking method in measuring vertical
dimension. J Prosthet Dent 1953;3:193—9.
[37] Shanahan TEJ. Physiologic vertical dimension and centric rela-
tion. J Prosthet Dent 1956;6:741—7.
[53
38] Celar AG, Kundi M, Piehslinger E, Fürhauser R, Kohlmaier B.
Mandibular position at chin-point guided closure, inter-
cuspation and ﬁnal deglutition in asymptomatic and
temporomandibular dysfunction subjects. J Oral Rehabil
2000;27(1):70—8.
39] Brill N, Lammie GA, Osborne J, Perry HT. Mandibular positions
and mandibular movements. Br Dent J 1959;16:391—400.
40] Lammie GA, Perry HT, Crumm BD. Certain observations on a
complete denture patient. Part I. Method and results. J Pros-
thet Dent 1958;8:786—95.
41] Lammie GA, Perry HT, Crumm BD. Certain observations on
a complete denture patient. Part III. Consideration of the
results from a neuromuscular viewpoint. J Prosthet Dent
1959;9:34—43.
42] Posselt U. Physiology of occlusion and rehabilitation. 2nd ed.
Oxford: Blackwell Scientiﬁc Pub.; 1968. p. 42.
43] Kawaguchi T. A study of tooth contact positions during habit-
ual closures and swallowing movements with new electric
measuring apparatus. J Prosthodont Res 1968;12:398—423 (in
Japanese).
44] Fukushima S. Function of temporomandibular joint during
habitual opening and closing movements. J Prosthodont Res
1971;15:267—90 (in Japanese).
45] Shigeta Y, Ohtake Y, Ogawa T, Kobayashi K, Hattori A,
Fukushima S, et al. Atlas of 4-dimensional mandibular move-
ment. Tokyo: Ishiyaku Publishers, Inc.; 2004. p. 70—5 (in
Japanese).
46] Klineberg I, Jagger R. Occlusion and clinical practice. Elservier
Limited; 2004. p. 5.
47] McNamara DC. The clinical signiﬁcance of median occlusal posi-
tion. J Oral Rehabil 1977;5:173—86.
48] Sato H, Fujii T, Yamada N, Kitamori H. Temporomandibular joint
osteoarthritis: a comparative clinical and tomographic study
pre- and post-treatment. J Oral Rehabil 1994;21(4):383—95.
49] Edlund J, Hansson T, Petersson A, Willmar K. Sagittal split-
ting of the mandibular ramus. Electromyography and radiologic
follow-up study of temporomandibular joint function in 44
patients. Scand J Plast Reconstr Surg 1979;13(3):437—43.
50] Morimoto Y, Tominaga K, Konoo T, Tanaka T, Ohba T. Detec-
tion and signiﬁcance of the characteristic magnetic resonance
signals of mandibular condyles in children. Oral Surg Oral Med
Oral Pathol Oral Radiol Endod 2004;97(2):269—75.
51] Yano K, Nishikawa K, Sano T, Okano T. Relationship between
appearance of a double contour on the mandibular condyle
and the change in articular disc position after splint ther-
apy. Oral Surg Oral Med Oral Pathol Oral Radiol Endod
2009;108(4):e30—4.
52] Liu MQ, Chen HM, Yap AU, Fu KY. Condylar remodeling
accompanying splint therapy: a cone-beam computerized
tomography study of patients with temporomandibular joint
disk displacement. Oral Surg Oral Med Oral Pathol Oral Radiol
2012;114(2):259—65.
53] Troulis MJ, Tayebaty FT, Papadaki M, Williams WB, Kaban
LB. Condylectomy and costochondral graft reconstruction for
treatment of active idiopathic condylar resorption. J Oral Max-
illofac Surg 2008;66(1):65—72.
54] Saridin CP, Gilijamse M, Kuik DJ, te Veldhuis EC, Tuinzing DB,
Lobbezoo F, et al. Evaluation of temporomandibular function
after high partial condylectomy because of unilateral condylar
hyperactivity. J Oral Maxillofac Surg 2010;68(5):1094—9.
55] Brusati R, Pedrazzoli M, Colletti G. Functional results after
condylectomy in active laterognathia. J Craniomaxillofac Surg
2010;38(3):179—84.
